Infant mortality rates in the United Kingdom began to decline in 1902, the year of the Midwives' Act. Although these events have been causally associated,' the decline was almost entirely due to the gradual disappearance of fatal infectious diseases in the postneonatal period (fig 1) . Neonatal mortality was a relatively minor problem until the latter half of this century, and the lack of facilities and staff for neonatal intensive care units (NICU) Declining mortality in the immature: medical or biological effect?
These large data sets are often pooled centrally and analysed by non-clinicians who have no control over the quality of information forwarded to them.' In the present study we have therefore examined all original records in a single stable community served by several maternity hospitals with differing facilities for neonatal care which did not transfer prematurely born infants for intensive care so that secular trends and the benefits of specific hospital care could be analysed.
Materials and methods
Sheffield was chosen for study as it is a stable community with excellent obstetric, paediatric, and pathology services and there has been little migration in the past century.5
Every death certificate and necropsy report issued in Sheffield betwee7n 1947 and 1979 was examined by RS and details abstracted of children with a stated age of less than 7 completed days. Details of Sheffield children who died outside the city were obtained from the Sheffield Health Authority (Information Services) which also supplied details of live births by place of confinement. Children were included in the study if their given address was in the official Index of Sheffield Streets current at the time of death.
Six pathologists in the city were involved in paediatric work during the period studied, but almost all of the discovered neonatal necropsies were done by one of two pathologists. Where necessary the certified cause of death was modified and, without knowledge of the year of death, all deaths were then coded into a classification based on the ninth revision of the International Classification of Diseases (ICD-9). The deaths were grouped into five categories: (a) immaturity (prematurity, extreme prematurity, immaturity, respiratory distress syndrome, hyaline membrane disease, or primary atelectasis in the absence of any other pathology); (b) obstetric (maternal diseases, birth trauma, isoimmunisation, and placental complications); (c) malformation (all major congenital anomalies regardless of other pathology); (d) infection; and (e) other.
Sheffield had three large maternity units throughout the period studied (hospitals E, G, and H). Hospital E was upgraded in the late 1960s, thereafter taking increasing numbers of women who would previously have been delivered at home. This hospital primarily serves families with non-manual occupations. It shares paediatric staff with hospital G, some five miles away. Hospital G serves most of the economically deprived, the latest immigrant communities, and a large proportion of the illegitimate births. "Unbooked" babies (see below) born prematurely at home were all taken here until the end of the 1960s when hospital H began to take some. There was a central special care Discussion Stillbirths are increasingly being divided into "inevitable" and "preventable" for analysis and audit. Early neonatal deaths, however, are usually divided by birthweight rather than pathology, athough LBW deaths from malformations are of little relevance at present to neonatal audit. A decline in the proportion of infants dying from immaturity may be due to advances in intensive care but secular trends must be excluded first. A lengthy time span is required to identify any secular trend, thus increasing the difficulty of obtaining reliable data. To our knowledge, this is the first necropsy verified study of early neonatal mortality in a defined stable community that has been able to compare the outcome of different neonatal care facilities over a reasonable time interval.
The decline in proportions of infants dying from immaturity may be due to a decrease in the number of small babies born, to increasing health of immature babies, or to advances in medical and technical skills. This study has found that the decline in immaturity mortality occurred gradually in all three hospitals (fig  2) , showing a clear secular trend. It is difficult to identify any intervention that could explain this gradual decline and it appears to be primarily of non-medical origin. Gordon has shown that the proportions of all births in Sheffield that are LBW have fallen, but offered no explanation except that this could not be attributed to neonatal intensive care." 12 Even the accelerated decline in mortality in hospital H during the 1970s began before advanced ventilatory and monitoring equipment were introduced but it shows a close temporal association with the reorganisation of the labour wards and neonatal units. This accelerated decline is also associated in time with increasing numbers of abortions, mostly in young or unmarried women who would be at increased risk of delivering prematurely had the pregnancy not been interrupted.
The increasing proportions of births in hospital must include many low risk pregnancies which will lower each hospital's immaturity rate, but this cannot explain why the citywide mortality rate fell ( The secular trend remains unexplained but social factors appear to be more important than medical ones. The decline in LBW births and in proportions of infants dying from immaturity suggests that a biological change may be occurring among Sheffield's mothers. Low levels of migration5 are against the possibility of healthier women simply moving into the city and altering the genetic pool. A biological change, however, could arise from greater health during the mother's own gestation and childhood. Baird found a steady increase in the height and weight of Aberdeen girls at school entry." Similar improvements among Sheffield's children could be showing in the health of their babies. If this is so there would be a generation delay before today's advances in child health become fully apparent in the community. This cannot be claimed for medical interventions after' the age of childbearing.'5
Increased investment in obstetric and paediatric services may be producing previously unappreciated improvements in the nation's health.
